4899 FEES FOR MEDICAL SERVICES 5221.0100

- CHAPTER 5221
DEPARTMENT OF LABOR AND INDUSTRY
FEES FOR MEDICAL SERVICES

5221.0100 DEFINITIONS. 5221.2000 NEUROLOGY AND
5221.0200 AUTHORITY. . NEUROMUSCULAR.
5221.0300 PURPOSE. 5221.2050 CHEMOTHERAPY INJECTIONS.
5221.0400 SCOPE. 5221.2070 DERMATOLOGICAL
5221.0500 EXCESSIVE CHARGES. PROCEDURES.
5221.0550 EXCESSIVE SERVICES. 5221.2100 PHYSICAL MEDICINE.
5221.0600 PAYER RESPONSIBILITIES. ' 5221.2200 SPECIAL SERVICES AND
5221.0700 PROVIDER RESPONSIBILITIES. REPORTS.
5221.0800 DISPUTE RESOLUTION. 5221.2250 PHYSICIAN SERVICES; SURGERY.
5221.1000 INSTRUCTIONS FOR 5221.2300 PHYSICIAN SERVICES;
APPLICATION OF THE MEDICAL - RADIOLOGY.
FEE SCHEDULE FOR 5221.2400 PHYSICIAN SERVICES;
REIMBURSEMENT OF WORKERS‘ PATHOLOGY AND LABORATORY.
COMPENSATION MEDICAL 5221.2500 DENTISTS.
SERVICES. 5221.2600 OPTOMETRISTS.
5221.1100 PHYSICIAN SERVICES; MEDICINE. 5221.2650 OPTICIANS.
5221.1200 CONSULTATIONS. 5221.2750 SPEECH PATHOLOGISTS.
5221.1210 IMMUNIZATION INJECTIONS. 5221.2800 PHYSICAL THERAPISTS AND
5221.1215 INFUSION THERAPY. OCCUPATIONAL THERAPISTS.
5221.1220 THERAPEUTIC INJECTIONS. 5221.2900 CHIROPRACTORS.
5221.1300 PSYCHIATRY AND PSYCHIATRIC 5221.3000 PODIATRISTS.
THERAPY. 5221.3150 LICENSED CONSULTING
5221.1410 BIOFEEDBACK. PSYCHOLOGISTS AND RULE 29
5221.1450 DIALYSIS, - FACILITIES.
5221.1500 OPHTHALMOLOGICAL SERVICES. 5221.3160 SOCIAL WORKERS.
5221.1600 OTORHINOLARYNGOLOGIC 5221.3200 HOSPITAL; SEMIPRIVATE ROOM
SERVICES. CHARGES. '
5221.1800 CARDIOVASCULAR. 5221.3300 EFFECTIVE DATE.
5221.1900 PULMONARY. . ’ 5221.3500 EFFECTIVE DATE.
5221.1950 ALLERGY AND CLINICAL -
IMMUNOLOGY.

5221.0100 DEFINITIONS.

Subpart 1. Scope. The following terms have the meanings given in this chap-
ter unless the context clearly indicates a different meaning.

Subp. la. Appropriate record. “Appropriate record” is a legible medical
record or report which substantiates the nature and necessity of a service being
billed and its relationship to the work injury.

Subp. 2. Bill or billing. “Bill” or “billing” means a provider’s statement of
charges and services rendered for treatment of a work related injury.

Subp. 3. Charge. “Charge” means the payment requested by a provider on
a bill for a particular service. This chapter does not prohibit a provider from bill-
ing usual and customary. charges which are in excess of the amount listed in the
fee schedule.

Subp. 4. Code. “Code” means the alphabetic or numeric designation, includ-
ing code modifiers if appropriate, for a particular type of service, or supply, to
categorize provider charges on a bill.

Subp. 5. Commissioner. “Commissioner” means the commissioner of the
Department of Labor and Industry.

Subp. 6. Compensable injury. “Compensable injury” means an injury or con-
dition for which a payer is liable under Minnesota Statutes, chapter 176.

Subp. 7. Excessive charge. “Excessive charge” means a charge for a service
rendered to treat a compensable injury, which meets any of the conditions of
excessiveness described in part 5221.0500.

Subp. 8. Excessive service. “Excessive service” means any service rendered
to treat a compensable injury that meets any of the conditions of excessiveness
described in part 5221.0550. _

Subp. 9. Injury. “Injury” is as defined in Minnesota Statutes, section
176.011, subdivision 16 as a “personal injury.”
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Subp. 10. Medical fee schedule. “Medical fee schedule” means the list of
codes, service descriptions, and corresponding dollar amounts allowed under
Minnesota Statutes, section 176.136, subdivisions 1 and 5, and parts 5221.1000
to 5221.3500.

Subp. 11. Payer. “Payer” refers to any entity responsible for payment and
administration of workers’ compensation claims under Minnesota Statutes,
chapter 176.

Subp. 12. Provider. “Provider” is as defined in Minnesota Statutes, section
176.011, subdivision 24.

Subp. 13. Reasonable charge. “Reasonable charge™ means a charge or portion
of a charge for treatment of a compensable injury that is not excessive under part
5221.0500.

Subp. 14. Reasonable service. “Reasonable service” means a service for treat-
ment of a compensable injury that is not excessive under part 5221.0550.

Subp. 15. Service or treatment, “Service” or “treatment” means any proce-
dure, operation, consultation, supply, product, or other thing performed or pro-
vided for the purpose of curing or relieving an injured worker from the effects
of a compensable injury under Minnesota Statutes, section 176.135, subdivision
1.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609; 15 SR 124

5221.0200 AUTHORITY.

This chapter is adopted under the authority of Minnesota Statutes, sections
176.136 and 176.83, subdivision 4.

Statutory Authority: MS s 176.136; 176.83

History: 9 SR 601; 13 SR 2609

5221.0300 PURPOSE.

This chapter is intended to prohibit health care providers treating employees
with compensable injuries from receiving excessive reimbursement for their ser-
vices. This chapter defines when medical charges and services are excessive.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.0400 SCOPE.

The following are subject to this chapter: all entities responsible for payment
and administration of medical claims compensable under Minnesota Statutes,
chapter 176; and providers of medical services or supplies for compensable inju-
ries under Minnesota Statutes, section 176.135, subdivision 1.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.0500 EXCESSIVE CHARGES.
A charge is excessive if any of the following conditions apply to the charge:
A. the charge exceeds the amount for the type of service allowed in the
medical fee schedule of this chapter; or
B. if not specified in the medical fee schedule, the charge exceeds that
which prevails in the same geographic community for similar services or treat-
ment as specified in Minnesota Statutes, section 176.135, subdivision 3; or
C. the charge wholly or partially duplicates another charge for the same
;eflvwe such that the charge has been paid or will be paid in response to another
illing; or
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D. the charge exceeds the provider’s current charge for the same type of
service in cases unrelated to workers’ compensation injuries; or

E. the charge does not comply with standards and requirements adopted
pursuant to Minnesota Statutes, section 176.83, concerning the cost of treatment;
or

F. the charge is described by a billing code that does not accurately
reflect the actual service provided.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.0550 EXCESSIVE SERVICES.

A service is excessive to the degree that any of the following standards apply
to the service:

A. the service does not comply with the standards and requirements
adopted under Minnesota Statutes, section 176.83, concerning the reasonable-
ness and necessity, quality, coordination, and frequency of services; or

B. the service was performed by a provider prohibited from receiving
reimbursement under Minnesota Statutes, chapter 176, pursuant to Minnesota
Statutes, section 176.83; or

C. the service is not usual, customary, and reasonably required for the
cure or relief of the effects of a compensable injury.

Statutory Authority: MS s 176.136; 176.83
History: 13 SR 2609

5221.0600 PAYER RESPONSIBILITIES.

Subpart 1. Compensability. This chapter does not require a payer to pay a
charge for a service that is not for the treatment of a compensable injury or a
charge that is the primary obligation of another payer.

Subp. 2. Determination of excessiveness. Subject to a determination of the
commissioner or compensation judge, the payer shall determine whether a charge
or service is excessive by evaluating the charge and service according to the con-
ditions of excessiveness specified in parts 5221.0500 and 5221.0550.

Subp. 3. Determination of charges.

A. As soon as reasonably possible, and no later than 30 calendar days
after receiving the bill, the payer shall:

(1) pay the charge or any portion of the charge that is not denied;
and/or

(2) deny all or a portion of a charge on the basis that the injury is
noncompensable, or the service or charge is excessive; and/or

(3) request specific additional information to determine whether
the charge or service is excessive or whether the condition is compensable. The
payer shall make a determination as set forth in subitems (1) and (2) no later than
30 calendar days following receipt of the provider’s response to the initial request
for specific additional information.

B. If a service is not included in the medical fee schedule under parts
5221.1100 to 5221.3600, and the charge and service are not otherwise excessive
under parts 5221.0500 and 5221.0550, the payer shall evaluate the charge against
the usual and customary charges prevailing in the same geographic community
for similar services, in accordance with Minnesota Statutes, section 176.135, sub-
division 3. If the charge submitted is less than or equal to the prevailing and cus-
tomary charges, the payer shall pay the charge in full. If the charge exceeds the
prevailing usual and customary charges, the payer shall pay an amount equal to
the usual and customary charges for similar services.
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Subp. 4. Netification. Within 30 calendar days of receipt of the bill, the payer
shall provide written notification to the employee and provider of denial of part
or all of a charge, or of any request for additional information. Written notifica-
tion shall include:

A. the basis for denial of all or part of a charge that the payer has deter-
mined is not for a compensable injury under part 5221.0100, subpart 6;

B. the basis for denial or reduction of each charge and the specific
amounts being denied or reduced for each charge meeting the conditions of an
excessive charge under part 5221.0500;

C. the basis for denial of each charge meeting the conditions of an exces-
sive service under part 5221.0500; and/or

D. a request for an appropriate record and/or the specific information
requested to allow for proper determination of the bill under this part.

Subp. 5. Penalties. Failure to comply with the requirements of this part may
subject the payer to the penalties provided in Minnesota Statutes, sections
176.221, 176.225, and 176.194.

Subp. 6. Collection of excessive payment. Any payment made to a provider
which is determined to be wholly or partially excessive, according to the condi-
tions prevailing at the time of payment, may be collected from the provider by
the payer in the amount that the reimbursement was excessive. The payer must
demand reimbursement of the excessive payment from the provider within one
year of the payment.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.0700 PROVIDER RESPONSIBILITIES.

Subpart 1. Usual charges. No provider shall submit a charge for a service
which exceeds the amount which the provider charges for the same type of service
in cases unrelated to workers’ compensation injuries.

Subp. 2. Submission of information. Providers shall include on bills the
patient’s name, date of injury, and the employer’s name, service descriptions and
codes which accurately describe the services provided and the injuries or condi-
tions treated, the date on which each service was provided, and the providers’
tax identification number. Providers must also supply a copy of an appropriate
record that adequately documents the service and substantiates the nature and
necessity of the service or charge.

Subp. 3. Billing code. The provider shall undertake professional judgment
to assign the correct approved billing code for the service rendered using the
appropriate provider group designation.

A. Approved billing codes. Billing codes must be found in the most
recent edition of the following: Physician’s Current Procedural Terminology;
Blue Cross/Blue Shield specialty procedure codes; HCFA (Health Care Financing
Administration) Common Procedure Coding System (HCPCS); Code on Dental
Procedures and Nomenclature maintained by the Council on Dental Care Pro-
grams; and for audiology and speech therapy, the “home-grown” codes specified
by the Department of Human Services or any other code listed in the medical
fee schedule.

B. Format of the terminology. CPT procedure terminologies have been
developed as stand-alone descriptions of medical procedures. However, some of
the procedures in CPT are not printed in their entirety but refer back to a com-
mon portion of the procedure listed in a preceding entry. This is evident when
an entry is followed by one or more indentions. Any terminology after the semi-
colon shall have a subordinate status as do the subsequent indented entries.
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Code Service Maximum fee
25100 Arthrotomy, wrist joint; for biopsy
25105 for synovectomy

The common part of code 25100 (that part before the semicolon) shall be
considered part of code 25105. Therefore the full procedure represented by code
25105 should read:

25105 Arthrotomy, wrist joint; for syliovectomy

C. The codes for services in parts 5221.1100 to 5221.2400 may be sub-
mitted with two-digit suffixes, called “modifiers.” Modifiers indicate that a ser-
vice differs in some material respect from the service’s basic description. Services
submitted with modifiers, or which should be submitted with modifiers, shall be
evaluated according to the standards in subitems (1) to (20).

(1) Modifier number 20 denotes microsurgery. This modifier is
appropriate to surgical services performed using the techniques of microsurgery,
requiring the use of an operating microscope. This modifier shall not apply for
surgery done with the aid of a magnifying surgical loupe whether attached to the
eyeglasses or a headband. Services with this modifier are not subject to the medi-
cal fee schedule.

(2) Modifier number 22 denotes unusual services. This modifier is
appropriate where the service provided is significantly greater than what is usu-
ally required for the listed procedure, or where service was provided under highly
unusual circumstances. Unusual circumstances include major complications or
difficulties associated with the patient’s condition, the medical facilities, or other
causes. Unusual circumstances do not include common differences among ser-
vices of a kind or magnitude which is typical within a particular code category.
This modifier does not exempt a service from the maximum fee for the five-digit
code, except where the increased services or unusual circumstances may be rea-
sonably expected to significantly increase the provider’s cost.

(3) Modifier number 23 denotes unusual anesthesia. This modifier
is appropriate to services which usually require no anesthesia or local anesthesia
only, where unusual circumstances require that surgery be done under general
anesthesia. Services with this modifier are not subject to the medical fee schedule.

(4) Modifier number 26 denotes professional component. This
modifier is appropriate to services when the professional services are reported
separately and do not include the technical component, (for example, laboratory,
radiology, electrocardiogram, spemﬁc diagnostic and therapeutic services), where
the physician component only is provided. This modifier does not exempt a ser-
vice from the maximum fee for the five-digit code. If a separate maximum fee
is provided for a five-digit code with the number 26 modifier, the separate maxi-
mum fee applies.

(5) Modifier number 47 denotes anesthesia by surgeon. This modi-
fier is appropriate to services where regional or general, not local, anesthesia is
provided by the surgeon. Services with this modifier are not subject to the maxi-
mum fee schedule.

(6) Modifier number 50 denotes bilateral procedures. Unless other-
wise identified in the listings, bilateral procedures requiring a separate incision
that are performed at the same operative session shall be identified by the appro-
priate five-digit code describing the first procedure. The second bilateral proce-
dure shall be identified by adding modifier 50 to the procedure number.

: (7) Modifier number 51 denotes multiple procedures. When multi-
ple procedures are performed at the same operative session, the major procedure
shall be reported as listed without modifiers. The secondary, additional, or lesser
procedures shall be identified by adding the modifier 51 to the secondary proce-
dure numbers.
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(8) Modifier number 52 denotes reduced services. This modifier is
appropriate where the service provided is significantly less than is usually
required for the listed procedure. This modifier does not exempt the service from
the maximum fee for the five-digit code.

(9) Modifier number 54 denotes surgical care only. This modifier is
appropriate to services where the physician performs a surgical procedure, but
does not provide preoperative or postoperative management. This modifier does
not exempt the service from the maximum fee for the five-digit code.

(10) Modifier number 55 denotes postoperative management only.
This modifier is appropriate to services where the physician provides postopera-
tive management, but does not perform the surgical procedure. This modifier
does not exempt the service from the maximum fee for the five-digit code.

(11) Modifier number 56 denotes preoperative management only.
This modifier is appropriate to services where the physician provides preopera-
tive management, but does not perform the surgical procedure. This modifier
does not exempt the service from the maximum fee for the five-digit code.

(12) Modifier number 66 denotes surgical team. This modifier is
appropriate to highly complex services carried out under the surgical team con-
cept. These services require the concomitant services of several physicians, often
of different specialties, plus other highly skilled, specially trained personnel and
various types of complex equipment. Services with this. modifier are not subject
to the medical fee schedule.

(13) Modifier number 75 denotes concurrent care. This modifier is
appropriate to services where the patient’s condition requires the additional ser-
vices of more than one physician. This modifier does not exempt the service from
the maximum fee for the five-digit code.

(14) Modifier number 76 denotes repeat procedure by same physi-
cian. This modifier is appropriate to a service repeated subsequent to the original
service by the same physician. This modifier does not exempt the service from
the maximum fee for the five-digit code.

(15) Modifier number 77 denotes repeat procedure by another phy-
sician. This modifier is appropriate to a service repeated subsequent to the origi-
nal service by another physician. This modifier does not exempt the service from
the maximum fee for the five-digit code.

(16) Modifier number 80 denotes assistant surgeon. This modifier
is appropriate to services where a physician provides significant assistance to
another physician performing a surgical procedure. This modifier does not
exempt the service from the maximum fee for the five-digit code.

(17) Modifier number 81 denotes minimum assistant surgeon. This
modifier is appropriate to services where a physician provides minimal assistance
to another physician performing a surgical procedure. This modifier does not
exempt the service from the maximum fee for the five-digit code.

(18) Modifier number 90 denotes reference or outside laboratory.
This modifier is appropriate to laboratory services performed by a party other
than the treating physician. This modifier does not exempt the service from the
maximum fee for the five-digit code.

(19) Modifier number 99 denotes multiple modifiers. This modifier
is appropriate to services where two or more modifiers may be necessary to com-
pletely describe the service. This modifier does not exempt the service from the
maximum fee for the five-digit code, unless one or more of the component modi-
fiers is exempt from the medical fee schedule.

(20) Modifier TC denotes technical component. This modifier
applies to codes for services when the technical component is reported separately
and does not include the professional component.

Subp. 4. Cooperation with payer. Pursuant to Minnesota Statutes, section
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176.138, providers shall comply within seven working days with payers’ proper
written requests for copies of existing medical data concerning the services pro-
vided, the patient’s condition, the plan of treatment, and other issues pertaining
to the payer’s determination of compensability or excessiveness.

Subp. 5. Collection of excessive charges. No provider shall collect or attempt
to collect payment from an injured employee or any other insurer or any other
" government for an excessive charge. A charge must be removed by the provider
from subsequent billing statements if the payer has determined the charge is
excessive and a claim for the excessive charge is not filed with the commissioner
by the provider or employee, or it is determined by the commissioner, compensa-
tion judge, or on appeal to be excessive.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.0800 DISPUTE RESOLUTION.

Pursuant to Minnesota Statutes, sections 176.106 and 176.271 and related
statutes and rules, the employee, employer, or insurer may request a determina-
tion of whether a charge or service is excessive. Such requests shall be made to
the commissioner in writing on a form prescribed for that purpose. Under Min-
nesota Statutes, section 176.136, subdivision 2, a provider may request a deter-
mination of whether a charge is excessive under part 5221.0500. An employee,
employer, insurer, health care provider, or intervenor who disagrees with a deter-
mination under Minnesota Statutes, section 176.106 or 176.305 may request a
formal hearing before a compensation judge at the Office of Administrative Hear-
ings. The request shall be made on a form prescribed by the commissioner.

Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.0900 [Repealed, 13 SR 2609]

5221.1000 INSTRUCTIONS FOR APPLICATION OF THE MEDICAL FEE
SCHEDULE FOR REIMBURSEMENT OF WORKERS’ COMPENSATION
MEDICAL SERVICES.

Subpart 1. Contents. This chapter contains the medical fee schedule. The
medical fee schedule shall contain codes and descriptions of services compensa-
ble under Minnesota Statutes, section 176.135, and dollar amounts equal to the
75th percentile of the usual and customary charges for those services by provider
groups in Minnesota during the preceding calendar year.

Subp. 2. Revisions. The commissioner shall revise the medical fee schedule
at least annually to substitute charge data from the preceding calendar year. Until
revisions are adopted, the current medical fee schedule remains in force. The
commissioner may revise the medical fee schedule at any time to:

A. improve the schedule’s accuracy, fairness, or equity;

B. simplify the administration of the schedule;

C. encourage providers to develop and deliver services; or

D. to accommodate improvements or correct data base deficiencies. The
Medical Services Review Board shall advise the commissioner regarding these
revisions,

Subp. 3. Medical fee schedule instructions. The instructions in this part and
this chapter govern the use and application of fees in this chapter.

Subp. 4. Applicability of the fee schedule. The payer shall undertake reason-
able investigations to ascertain whether a service and its corresponding charge
is subject to the medical fee schedule. A charge is subject to the medical fee sched-
ule if it conforms to a code under part 5221.0700, subpart 3, item A, and is
included in the medical fee schedule for the appropriate provider group. If a ser-



5221.1000 FEES FOR MEDICAL SERVICES 4906

vice is not included in the medical fee schedule under parts 5221.1100 to
5221.3600, and the charge and service are not otherwise excessive under parts
5221.0500 and 5221.0550, the payer shall evaluate the charge against the usual
and customary charges prevailing in the same geographic community for similar
services in accordance with Minnesota Statutes, section 176.1335, subdivision 3.
If the charge submitted is less than or equal to the prevailing and customary
charges, the payer shall pay the charge in full. If the charge exceeds the prevailing
usual and customary charges, the payer shall pay an amount equal to the usual
and customary charges for similar services.

Subp. 5. Coding. The payer shall undertake reasonable investigations to
determine whether or not the code listed for a service by the provider is correct
under part 5221.0700, subpart 3, item A, and subject to the medical fee schedule.
If an incorrect code for a service has been listed, the payer may determine the
correct code for the service, and may evaluate the service on the basis of the pro-
posed change. Neither the provider nor the payer may divide a broad inclusive
service into its component services, charges, and codes, if the broad inclusive ser-
vice is subject to the medical fee schedule. If the broad inclusive service is not
subject to the medical fee schedule, it may be divided into its component services
if any of those components are subject to the medical fee schedule.

Subp. 6. Ambiguity. If, despite the payer’s reasonable investigations, the
payer is uncertain whether a particular service and its corresponding charge is
subject to the medical fee schedule or what the correct code for a particular ser-
vice is, the payer shall contact the provider and attempt to resolve the ambiguity.
The provider shall cooperate in resolving this ambiguity. If the parties are unable
to come to an agreement, either party may file a request for a determmanon with
the commissioner under part 5221.0800.

Subp. 7. [Renumbered 5221.0700, subpart 3, item C, subitems (1) to (20)]
Statutory Authority: MS s 176.136; 176.83
History: 9 SR 601; 13 SR 2609

5221.1100 PHYSICIAN SERVICES; MEDICINE.

Subpart 1. Scope. The codes, service descriptions, and maximum fees in this
part apply to a provider licensed as a doctor of medicine or a doctor of osteopa-
thy. This includes services performed by or under the direct superv1s1on of the
physician.

Subp. 2. Definitions. The terms defined in this subpart have the meanings
given them when used in subparts 3, 4, and 5 unless the context clearly indicates
a different meaning.

A. New patient. “New patient” means a patient whose medical and
administrative records for a work injury or condition need to be established, or
a known patient with a new industrial injury or condition.

B. Established patient. “Established patient” means a patient whose
medical and administrative records for the work injury or condition are available
to the physician.

C. Level of service. “Level of service” refers to the quantity or quality
of skill, effort, time, responsibility, or medical knowledge required for the diagno-
sis and treatment of injuries, and is appropriate to examinations, evaluations,
treatment, conferences with or concerning patients, and similar services; and
includes preparation of an appropriate record that documents the elements of the
level of service. The levels of service are, in increasing order of complexity, mini-
mal, brief, limited, intermediate, extended, and comprehensive. The minimal
level of service does not apply to new patient office services or hospital services.

D. Minimal service. “Minimal service” means a level of service super-
vised by the physician but not necessarily requiring the physician’s presence,
including but not limited to services similar to the following in level:
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(1) routine immunization for tetanus;
(2) removal of sutures from laceration; or
(3) blood pressure determination for adequacy of control.

E. Brief service. “Brief service” means a level of service pertaining to the
evaluation and treatment of a condition requiring only an abbreviated history
and examination, including but not limited to services similar to the following
in level:

(1) examination of a patient with subconjunctival hemorrhage;
(2) examination of minor trauma;

(3) review of recent x-ray report and abbreviated dlscussmn with
patient under study; -

(4) concurrent hospital care for a minor secondary diagnosis;
(5) examination for acute tonsillitis; or

(6) abbreviated evaluation of a hospitalized patient in stage of
recovery from an uncomplicated renal colic.

F. Limited service. “Limited service” means a level of service pertaining
to the evaluation of a circumscribed acute illness or to the periodic reevaluation
of a problem including an interval history and examination, the review of effec-
tiveness of past medical management, the ordering and evaluation of appropriate
diagnostic tests, the adjustment of therapeutic management as indicated, and the
discussion of findings or medical management, including, but not limited to, ser-
vices similar to the following in level:

(1) treatment of acute respiratory infection;

(2) review of interval history, physical status, and control of a dia-
betic patient; :

(3) review of hospital course, studies, orders, and chest examination
of patient with rheumatic heart disease recovering from acute congestive fallure
revision of orders and limited exchange with nursing staff;

(4) review of interval history, physical status, and adjustment of
medication in patient with compensated arteriosclerotic heart-disease on chronic
diuretic therapy;

(5) review of mental-status findings, limited team conference for an
exchange with nursing and ancillary personnel, and revision of medical manage-
ment orders on a patient with a toxic psychosis; or

(6) review of recent history, determination of blood pressure, aus-
cultation of heart and lungs, and adjustment of medication in essential hyperten-
sion.

G. Intermediate service. “Intermediate service” means a level of service
pertaining to the evaluation of a new or existing condition complicated with a
new diagnostic or management problem, not necessarily relating to the primary
diagnosis, that necessitates the obtaining and evaluation of pertinent history and
physical or mental status findings, diagnostic tests and procedures, and the order-
ing of appropriate therapeutic management; or a formal patient, family, or hospi-

tal staff conference regarding patient medical management and progress,
including, but not limited to, services similar to the following in level:

(1) the evaluation of a patient with arteriosclerotic heart disease
with recent onset of unstable angina previously on an adequate therapeutic pro-
gram involving a detailed interval history and physical examination and ordering
of appropriate diagnostic tests and discussion of new therapeutic management;

(2) review of hospital studies and course in conjunction with a team
conference for a formal meeting with nursing and ancillary personnel regarding
medical management of a patient with acute schizophrenic symptoms;

(3) review of interval history, reexamination of musculoskeletal sys-
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tems and abdomen, discussion of findings, and adjustment of therapeutic pro-
gram in a patient with arthritic disorders with recently developed gastric com-
plaints;

(4) review of recent illness, reexamination of pharynx, neck, axilla,
groin, and abdomen, interpretation of laboratory tests, and prescription of treat-
ment in a patient with chronic lymphocytic leukemia not responding to a previ-
ous management plant; or

(5) conference with patient family to review studies, hospital
course, and findings in a teenager with acute hepatitis secondary to drug abuse.

H. Extended service. “Extended service” means a level of service requir-
ing an unusual amount of effort or judgment including a detailed history, review
of medical records, examination, and a formal conference with patient, family,
or staff; or a comparable medical diagnostic or therapeutic service, including, but
not limited to, services similar to the following in level:

(1) reexamination of neurological findings, detailed review of hospi-
tal studies and course, and formal conference with patient and family jointly con-
cerning findings and plans in a diagnostic problem of suspected intracranial
disease in a young adult;

(2) detailed intensive review of studies and hospital course and
thorough reexamination of pertinent physical findings of a patient with a recent
coronary infarct with complications requiring constant physician bedside atten-
tion;

(3) review of results of diagnostic evaluation, performance of a
detailed examination and a thorough discussion of physical findings, laboratory
studies, x-ray examinations, diagnostic conclusions, and recommendations for
treatment of complicated chronic pulmonary disease;

(4) detailed review of studies and hospital course and thorough
reexamination of pertinent physical findings of a patient with a recent coronary
infarct and formal conference with patient or family to review findings and prog-
nosis;

(5) reevaluation of a psychotic delusional patient who develops
severe and acute abdominal pain involving a mental status reassessment but not
a psychiatric diagnostic interview, and a conference with the consulting surgeon
and nursing personnel; or

(6) detailed intensive review of studies and hospital course and
thorough reexamination of pertinent findings of a patient with a recently diag-
nosed uterine adenocarcinoma who also has a pulmonary coin lesion under con-
sideration for thoracotomy. This service involves several abbreviated
conferences with consultants, and family or patient.

I. Comprehensive service. “Comprehensive service” means a level of
service providing an in-depth evaluation of a patient with a new or existing prob-
lem requiring the development or complete reevaluation of medical data. This
procedure includes the recording of a chief complaint, the present iliness, family
history, past medical history, personal history, system review, a complete physi-
cal examination, and the ordering of appropriate diagnostic tests and procedures.

J. Brief initial hospital care. “Brief initial hospital care” includes brief
history and treatment programs, and preparation of hospital records, and signi-
fies a level of service for a condition involving variables for which neither com-
prehensive nor intermediate initial hospital care services are appropriate. This
procedure includes documentation of the need for inpatient medical care, abbre-
viated history, pertinent examination, and a plan of investigation or medical
management, )

K. Intermediate initial hospital care. “Intermediate initial hospital care”
includes intermediate history and examination, initiation of diagnostic and treat-
ment programs, and preparation of hospital records. It is a service involving the
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evaluation or reevaluation of a patient with an acute or active problem that
requires hospitalization. This procedure includes the recording of the chief com-
plaint, present illness or current medical history, an appropriate physical exami-
nation related to the acute or active problem in a patient who has had a
previously documented evaluation current and available to the physician, and
the ordering of appropriate medical diagnostic tests and procedures.

L. Comprehensive initial hospital care. “Comprehensive initial hospital
care” includes comprehensive history and examination, initiation of diagnostic
and treatment programs, and preparation of hospital records, and signifies a level
of service consistent with the definition of comprehensive service.

M. Referral. “Referral” means a transfer of the total care or specific care
of a patient from one physician to another and does not constitute a consultation.

N. Hospital discharge day management. “Hospital discharge day man-
agement” includes final examination of the patient, discussion of the hospital
stay, instructions for continuing care, and preparation of discharge record.

Subp. 3. Office services. The following codes, service descriptions, and maxi-
mum fees apply to services provided at the physician’s office, or if provided in
an outpatient hospital clinic setting, for nonemergency services.

Code Service Maximum Fee
90000-00  Office services; new patient;

brief service . $ 38.25
90010-00 limited service 44.50
90015-00 intermediate service 55.00
90017-00 extended service 77.25
90020-00 comprehensive service o 140.00
90030-00  Office services; established patient;

minimal service 19.00
90040-00 brief service 26.25
90050-00 limited service 31.00
90060-00 intermediate service 41.50
90070-00 extended service : 66.00
90080-00 comprehensive service 102.00

Subp. 3a. Home services. The following codes, service descriptions, and max-
imum fees apply to physician services provided in a home setting if provided in
a private residence as a “house call.” They do not apply to physician services pro-
vided at a nursing home, boarding home, domiciliary (temporary lodging), or
custodial care involving penodlc services provnded to a patient who is institu-
tionalized on a long-term basis.

Code Service Maximum Fee
90110-00 Home medical service, new patient; '

limited service $69.40
90130-00 Home medical service, established patient;

minimal service 35.50
90140-00 brief service 44.00
90150-00 limited service 50.00
90160-00 = intermediate service 55.00
90170-00 extended service 57.50

Subp. 4. Hospital services. The following codes, service descriptions, and
maximum fees apply to services provided at a hospital. Initial hospital care is cat-
egorized under codes 90200 to 90220. Subsequent hospital care is categorized
under codes 90240 to 90292.
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Code Service Maximum Fee
Initial Hospital Care

90200-00 Initial hospital care; brief $ 75.00
90215-00 intermediate o 96.50
90220-00 comprehensive _ 140.00

Subsequent Hospital Care

90240-00  Subsequent hospital care; brief

service $ 32.00
90250-00 limited service 40.00
90260-00 intermediate services 59.75
90270-00 extended service . : 90.00
90280-00 comprehensive service : 105.00

Hospital Discharge Services

90292-00 Hospital discharge day management $ 56.50

Subp. 5. Skilled nursing, intermediate care, and long-term care facilities. The
following codes, service descriptions, and maximum fees apply to physician ser-
vices provided in a convalescent, rehabilitative, or long-term care facility and
involves active, definitive professional care of a patient.

Code Service Maximum Fee

90300-00  Initial care, skilled nursing,
intermediate care, or long-term care
facility; brief history and physical
examination, initiation of diagnostic and
treatment programs, and preparation of
medical records $52.00
90315-00 intermediate history and physical
examination, initiation of diagnostic
and treatment programs, and preparation
of medical records 72.00
90320-00 comprehensive history and physical
examination, initiation of diagnostic
and treatment programs, and preparation
of medical records 90.00
90340-00  Subsequent care, skilled nursing,
intermediate care, or long-term care facility;

brief service 25.76
90350-00 limited service : 33.00
90360-00 intermediate service 40.00
90370-00 extended service 57.00

Subp. 6. Nursing home, boarding home, domiciliary, or custodial care medical
services. The following codes, service descriptions, and maximum fees apply to
physician services provided in a domiciliary or custodial care facility involving
periodic services, provided to a patient who is institutionalized on a long-term
basis.



4911 FEES FOR MEDICAL SERVICES 5221.1100

Code Service Maximum Fee

90400-00 Nursing home, boarding home, domiciliary,
or custodial care medical service, new

' ' patient; brief service $60.00
90410-00 limited service 46.00
90415-00 intermediate service 65.00
90420-00 comprehensive service 75.00

90430-00 Nursing home, boarding home, domiciliary,
or custodial care medical service,

established patient; minimal service 21.13
90440-00 brief service 25.76
90450-00 limited service 32.30
90460-00 intermediate service 55.00
90470-00 extended service 65.00

Subp. 7. Emergency department. services. The following codes, service
descriptions, and maximum fees apply to services provided in an emergency
room, or when the physician is assigned to the emergency department. They do
not apply when physicians elect to use the emergency room as a substitute for
their office and an actual emergency situation does not exist.

Code Service Maximum Fee

90500-00 Emergency department service

new patient; minimal service $ 32.00
90505-00 brief service 40.00
90510-00 limited service 55.00
90515-00 intermediate service 75.00
90517-00 extended service 100.00
90520-00 comprehensive service 135.00
90530-00 Emergency department service,

established patient; minimal service 25.00
90540-00 brief service 40.00
90550-00 limited service ' 45.00
90560-00 . intermediate service 57.50
90570-00 extended service 80.50
90580-00 comprehensive service 111.25

° In physician directed emergency care advanced life support, the physician
1s located in a hospital emergency or critical care department and is in two-way
voice communication with ambulance or rescue personnel outside the hospital.
The physician directs the performance of necessary medical procedures, includ-
ing but not limited to: telemetry of cardiac rhythm; cardiac and/or pulmonary
resuscitation; endotracheal or esophageal obturator airway intubation; adminis-
tration of intravenous fluids and/or administration of intramuscular, intratrac-
heal, or subcutaneous drugs; and/or electrical conversion of arrhythmia.

Code Service Maximum Fee

90590-00 Physician direction of Emergency Medical
Systems (EMS), emergency care advanced :
life support $ 50.00

Statutory Authority: MS s 176.136; 176.83

History: 9 SR 601; 10 SR 765; 11 SR 491; 12 SR 662; 13 SR 2609; 14 SR 722;
15 SR 738
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5221.1200 CONSULTATIONS.

Subpart 1. Scope. The codes, service descriptions, and maximum fees in this
part apply to a provider licensed as a doctor of medicine or a doctor of osteopa-
thy. .
Subp. 2. Definitions. For the purposes of this part the following terms have
the meanings given them unless the context clearly indicates a different meaning.

A. Consultation. “Consultation” includes services rendered by a physi-
cian whose opinion or advice is requested by a physician or other appropriate
source for the further evaluation or management of the patient and the prepara-
tion of an appropriate record. When as a result of the consultation the consulting
physician assumes responsibility for the continuing care of the patient, any subse-
quent service rendered by the physician cannot be billed as a consultation.

(1) Limited consultation. (90600) “Limited consuitation” means a
consultation where the physician confines the service to the examination or eval-
uation of a single organ system. This procedure includes documentation of the
complaint, present illness, pertinent examination, review of medical data, and
establishment of a plan of management relating to the specific problem, and the
preparation of an appropriate record including, but not limited to, services simi-
lar in level to a dermatological opinion about an uncomplicated skin lesion.

(2) Intermediate consultation. (90605) “Intermediate consultation”
means a consultation where the physician examines or evaluates an organ system,
partially reviews the general history, and prepares recommendations and an
appropriate record, including, but not limited to, services similar in level to the
evaluation of the abdomen for possible surgery that does not proceed to surgery.

(3) Extensive consultation. (90610) “Extensive consultation”
means a consultation where the physician evaluates problems that do not require
a comprehensive evaluation of the patient as a whole, but includes the documen-
tation of a history of the chief complaint, past medical history and pertinent
physical examination, review and evaluation of the past medical data, establish-
ment of a plan of investigative or therapeutic management, and the preparation
of an appropriate record. This includes, but is not limited to, services similar in
level to the examination of a cardiac patient who needs assessment before under-
going a major surgical procedure or general anesthesia.

(4) Comprehensive consultation. (90620) “Comprehensive con-
sultation” means a consultation that involves an in-depth evaluation of a critical
problem that requires unusual knowledge, skill, and judgment on the part of the
consulting physician, and the preparation of an appropriate record. This’
includes, but is not limited to, services similar in level to a consultation for a
young person with fever, arthritis, and anemia or a comprehensive psychiatric
consultation that may include a detailed present illness history, and past history,
a mental status examination, exchange of information with primary physician or
nursing personnel or family members or other informants, and preparation of a
record with recommendations.

(5) Complex consultation. (90630) “Complex consultation” means
an uncommonly performed consultation that involves an in-depth evaluation of
a critical problem that requires unusual knowledge, skill, and judgment on the
part of the consulting physician, and the preparation of an appropriate record.
This includes, but is not limited to, services similar in level to a consultation for
a person with acute myocardial infarction with major complication or a young
psychotic adult unresponsive to extensive treatment efforts under consideration
for residential care.

B. Follow-up consultation. “Follow-up consultation” means the consul-
tant’s reevaluation of a patient on whom the physician has previously rendered
an opinion or advice and the preparation of an appropriate record. As an initial
consultation, the consultant provides no patient management or treatment.
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C. Confirmatory (additional opinion) consultation. “Confirmatory con-
sultation” should be used when the consulting physician is aware of the confirma-
tory nature of the opinion that is sought, for example, when a patient requests
a second or third opinion on the necessity or appropriateness of a previously rec-
ommended medical treatment or surgical procedure and the preparation of an
appropriate record.

Subp. 3. Fees. The following codes, service descnptlons and maximum fees
apply to consultations.

Code Service _ Maximum Fee
Initial Consultation

90600-00  Initial consultation; limited : $ 66.00

90605-00 intermediate consultation 87.00
90610-00 extensive consultation 115.00
90620-00 comprehensive consultation 155.00
90630-00 complex consultation 200.00

Follow-up Cdnsultation

90640-00  Follow-up consultatidn; brief

visit - $ 3930
90641-00 limited 49.00
90642-00 intermediate : . 75.25
90643-00 complex , 122.00

Confirmatory (Additional Opinion) Consultation

90650-00  Confirmatory consultation; limited $ 67.50
90651-00 intermediate . . : 86.00
90652-00 extensive ' 100.00
90653-00 comprehensive - 150.00
90654-00 complex 250.00

Statutory Authority: MS s 176.136; 176.83

History: 9.SR 601; 10 SR 765; 11 SR 491; 12 SR 662; 13 SR 2609; 14 SR 722;
15 SR 738

5221.1210 IMMUNIZATION INJECTIONS.

Immunizations are usually given in conjunction with a medical service.
When an immunization is the only service performed, a minimal service may be
listed in addition to the injection. Immumzatlon procedures include the supply
of materials.

Code Service .~ Maximum Fee
90701-00  Immunization, active; diphtheria and tetanus
toxoids and pertussis vaccine (DTP) $24.00

90702-00 diphtheria and tetanus toxmds (DT) 12.75
90703-00 tetanus toxoid 12.00
90704-00 mumps virus vaccine, live 26.00
90705-00 measles virus vaccine, live,

attenuated 26.00
90706-00 rubella virus vaccine, live 26.00
90707-00 measles, mumps, and rubella virus

vaccine, live _ 38.00
90708-00 measles and rubella virus vaccine,

live _ ' 30.00
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90712-00 polio virus vaccine, live, oral;

any type(s) 19.00
90713-00 - poliomyelitis vaccine 26.00
90714-00 typhoid vaccine 12.00
90717-00 yellow fever vaccine 39.50
90718-00 tetanus and diphtheria toxoids

absorbed, for adult use (TD) 12.00
90719-00 diphtheria toxoid 2.00
90724-00 influenza virus vaccine 13.00
90725-00 cholera vaccine ' 12.60
90726-00 rabies vaccine : : 97.50
90731-00 hepatitis B vaccine 68.50
90732-00 pneumococcal vaccine, polyvalent 20.00
90733-00 meningococcal polysaccharide vaccine;

any group(s) 26.25

90737-00 hemophilus influenza B measles, pertussis,
rabies, Rho(d), tetanus, vaccinia,

varicella-zoster 26.75
90741-00 Immunization, passive; immune serum
globulin, human (ISG) : 17.00

90742-00 specific hyperimmune serum globulin
(e.g., hepatitis B, measles,
pertussis, rabies, Rho(d),
tetanus, vaccinia, varicella-zoster) 46.00
Statutory Authority: MS s 176.136; 176.83 '

‘History: 13 SR 2609; 14 SR 722; 15 SR 738

5221.1215 INFUSION THERAPY.

The following procedures encompass prolonged intravenous injections.
These codes require the presence of the physician during the infusion. These
codes are not to be used for intradermal, subcutaneous, or intramuscular or rou-
tine intravenous (IV) drug injections.

Code Service Maximum Fee

90780-00 IV infusion therapy, administered by physician
or under direct supervision of physician;

up to one hour $ 49.00
90781-00 each additional hour, up to eight

hours _ 82.00
Statutory Authority: MS s 176.136 '
History: 14 SR 722; 15 SR 738

5221.1220 THERAPEUTIC INJECTIONS.

Code Service Maximum Fee
90782-00 Therapeutic injection of medication (specify);

subcutaneous or intramuscular $13.00
90788-00 Intramuscular injection of antibiotic

(specify) 16.00

Statutory Authority: MS s 176.136; 176.83
History: 13 SR 2609; 14 SR 722: 15 SR 738

5221.1300 PSYCHIATRY AND PSYCHIATRIC THERAPY.

The following codes, service descriptions, and maximum fees apply to psy-
chiatric therapeutic procedures, and to a provider licensed as a doctor of medi-






